A patient is described in whom a large congenital aneurysm or diverticulum of the right atrium caused repeated attacks of supraventricular arrhythmia and a strikingly reduced cardiac output. The aneurysm, which contained a large thrombus, was demonstrated by preoperative angiographic examinations. At the time of operation, regular rhythm returned at the moment the aneurysm was transsected. The patient is asymptomatic after operation, and has maintained sinus rhythm. A normal cardiac index was recorded at postoperative cardiac catheterization.
curves recorded after right atrial injection had marked prolongation of both ascending and descending limbs, but those following right ventricular and pulmonary arterial injection had normal contours. The cardiac index at rest was abnormally low, 1.89 L/min/m2. A selective angiocardiogram, exposed after right atrial injection, revealed a large chamber, which made up the entire cardiac silhouette, and in its left border a large filling defect was seen ( fig. 2 ). In later films the left atrium and left ventricle appeared to be normal.
The patient was receiving therapeutic doses of digoxin and quinidine, but throughout the preoperative period, and particularly during the cardiac catheterization, she had repeated attacks of paroxysmal atrial tachyeardia, atrial fibrillation, and atrial flutter. Each arrhythmia, however, reverted spontaneously to normal sinus rhythm after a variable period.
At operation, the heart was exposed through
Circulation, Volume XXXVIII, July 1968 . 3 ). After the pericardium was opened, the entire anterior surface of the heart was seen to be covered by a thin-walled, almost transparent sac, which was in continuity with the right atrium. No atrial appendage as such was apparent. The atrial wall on the right side was of normal consistency, and vena caval cannulae were introduced through it. With the institution of cardiopulmonary bypass the aneurysm emptied, and a firm mass could be felt in its apex (fig. 4) . The aneurysm was Figure 3 At operation the heart and great arteries were covFigure 5 ered by the thin-walled aneurysm, and it was obvious
The atrial incision was closed as shown, reconstituting that the insulating effect of the envelope of blood an atrial chamber of approximately normal size and had rendered the heart sounds inaudible and had configuration. prevented the palpation of any precordial impulse. The body of the right atrium appeared normal in consistency, and caval cannulae were introduced through purse-string suitures in it. Figure 4 With the institution of cardiopulmonary bypass the aneurysm emptied. The pulmonary artery was then occluded to prevent embolization of fragments of thrombus, and the aneurysm was reflected from the surface of the heart. It was amputated from the body of the atrium where normal atrial tissue was present. The right ventricle was flattened anteroposteriorly, its surface was concave, and an unusual protuberance originated from the outflow tract. The tricuspid valve was normal, and the interatrial septum was intact.
reflected to the right and amputated where the atrial wall appeared normal. The tricuspid valve was normal, and the interatrial septum was intact. The atriotomy was closed, leaving an atrial chamber of normal consistency and size ( fig. 5 ). When the aneurysm had been removed, it was apparent that the right ventricle was strikingly figure 7 . A regular atrial rhythm appeared at the moment the sac was detached from the heart, and normal sinus rhythm reappeared within minutes.
Postoperatively the patient's course was uneventful, and no arrhythmia was ever noted. She returned to the Institute 6 months after operation for evaluation. She was asymptomatic and was engaging in all household and social activities without restriction. She had stopped taking digoxin and quinidine 1 Most contained organized thrombus. In all patients, including the present one, symptoms were primarily related to episodes of supraventricular tachycardia, and these were eliminated by excision of the aneurysm.
It seems clear that the enormous mass of atrial tissue was responsible for these arrhythmias, either by containing irritable ectopic foci or by providing extensive surfaces over which circus movements could occur. The immediate restoration of regular rhythm with transection of the aneurysm was clearly documented in the patient described ( fig. 7) .
The exercise intolerance and fatigue experienced by the present patient preoperatively are probably attributable to the reduced cardiac output demonstrated at preoperative catheterization. At operation the right ventricle was found to be severely compressed by the mass of the aneurysm, and abnormal right ventricular compliance was apparently the mechanism responsible for the low cardiac output, a physiological sequel similar to that seen in more common restrictive and constrictive diseases of the myocardium and pericardium.
